in showing 5 cases, said that he knew that a number of those present were interested in other operations, and as against these he pointed out certain advantages of the method he had employed. He stressed that this was a preliminary report, as only a few months had elapsed since the operations were carried out. The operation was less severe than that of the vitallium cup. The hard work for the patient after operation was undoubtedly much greater in the cup operation. .. ..... FiG. 1.-Unilateral osteo-arthritis of hip, prior to operation. FIG. 2..X-ray appearance after removal of femoral head and replacement by "umbrella" plastic head.
Section of Orthopaedics
President-A. T. FRIPP, M.B.Oxon., F.R.C.S. [November 7, 1950] Plastic Replacement of Femoral Head-5 Cases.-ST. J. D. BUXTON, F.R.C.S.
Mr. Buxton, in showing 5 cases, said that he knew that a number of those present were interested in other operations, and as against these he pointed out certain advantages of the method he had employed. He stressed that this was a preliminary report, as only a few months had elapsed since the operations were carried out. The operation was less severe than that of the vitallium cup. The hard work for the patient after operation was undoubtedly much greater in the cup operation. The introduction of this procedure is due to the work of French orthopaedic surgeons, particularly to Jean and Robert Judet. The technique employed differed from theirs, but the principle of preservation of muscles with attachments was upheld. Any incision fulfilling this is suitable. I consider an antero-lateral approach easier than that of Huter. The capsule is excised, except for a posterior strip one inch wide. The acetabulum has only been denuded if articular cartilage is grossly affected. Hemostasis is most important. After-treatment consists of 5-7 lb. weight extension with the limb supported on two Guthrie Smith slings and an elastoplast sling to aid internal rotation. Physical treatment is commenced in a few days and at six weeks some patients have full movement in bed. Weight bearing is not encouraged for ten weeks or more. At present no decision has been reached as to when weight bearing is advisable and when work can be started. The prosthesis used differs from that of Judet, in that it is made of Perspex instead of acrylic and has wire inserted a few millimetres beneath the surface of the head. Perspex is stronger than acrylic and the wire enables the surgeon to see the exact position of the head in the X-ray. The strengthening metal tube in the stem is common to both. The type employed is called the "umbrella" head and is made for me by Messrs. Down.
(1) Male, aged 31. Traumatic dislocation left hip 1942. In bed for six weeks after reduction. 1949, developed pain and later a limp. 1950, left hip fixed flexion 20 degrees; active flexion 70 degrees, no other movement. X-ray: Narrowing ofjoint space, deformity of head with sclerosis and subarticular cysts, indicative of avascular necrosis. 5.5.50: Operation. Mr. J. S. Batchelor said that Mr. Buxton was to be congratulated on the excellent results he had achieved. There was now available a series of surgical procedures for the treatment of osteo-arthritis and other painful conditions of the hip. The secret to success no doubt lay in selecting the best procedure for each patient. As Mr. Buxton had pointed out, this procedure was rather less formidable than a cup arthroplasty,, but rather more formidable than simple removal of the femoral head and neck. It would seem thatVone of the chief indications for the Judet procedure was avascular necrosis of the femoral head after a fracture of the neck.
Mr. K. I. Nissen said that an important point in technique raised by Mr. Buxton's cases was whether or not the stem of the prosthesis should perforate the lateral cortex of the femur as the brothers Judet had described. Personally he made a point of inserting the stem as accurately as possible down the long axis of the femoral neck. He had not used any special instruments apart from a simple cylindrical drill like a Steinmann's pin of 11 mm. diameter. This was used to make a channel down to the lateral cortex, which was perforated with a 6 mm. osteotome. The stem was driven down till the edge of the head approached the cut surface of the neck, which was then trimmed with an osteotome 1 cm. wide, just enough to allow complete impaction. This simple technique was preferred to the use of a special reamer either when the bone of the neck was brittle, as in most cases of osteo-arthritis, or soft, as in some cases of aseptic necrosis of the head.
Mr. W. A. Law said that the surgeons in Lyons used a pin which was sufficiently long to perforate the bone cortex of the base of the greater trochanter with the axis coincident with that of the femoral neck. If possible the track of the Smith-Petersen is avoided in order to obtain a firmer grip, though this is not always possible. His own opinion at the present time with regard to the Judet operation in the treatment of osteo-arthritis was that a very high standard of function must be attained and maintained over a number of years to improve upon the results of mould arthroplasty. He was in complete agreement with Mr. Buxton's opinion that there was no universal hip-joint operation.
Mr. Buxton, in reply, said that decision would be reached in due course as to which operation was suitable for which condition. Since he had been doing this work he had removed femoral heads and he had done McMurray's osteotomy. Like the French surgeons, he felt his way as to what to do with the acetabulum. If there was soft tissue that should be removed, but he did not intend to remove all the articular cartilage from every acetabulum, though if it-was worn and irregular obviously it had to be smoothed. They did not know yet whether to do half the acetabulum or two-thirds or whether it might be advisable in the long run to do the whole lot. He believed the important fixation of the prothesis was the collar round the neck and that the stem probably played a very small part. He knew that the stem was liable to fracture, but this did not mean that it was holding the burden.
Rachitic Deformities.-J. G. TAYLOR, F.R.C.S. C. B., aged 11 years. She was well until the age of 5 years, when she became lame with a painful hip; subsequently deformities developed at both knees and both ankles, and recently a deformity appeared at the left wrist. She had various orthopaedic treatments including supracondylar and tibial osteotomies. There is no record of previous biochemical investigation. Her general health has been good apart from the deformities. Her home was on a farm in Ireland and it is believed she always had a good diet. Her parents and two sisters are alive and well.
On admission to hospital in July 1950 she presented multiple severe rachitic deformities (Fig. 1 ) and marked dental caries. She was otherwise of healthy appearance. Radiographs confirmed the nature of the deformities and showed active rickets at the wrists (Figs. 4 and 2) and the changes in the skull seen in Fig 
